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Y 000] Initial Comments Y 000

The findings and conclusions of any investigation
by the Health Division shall not be construed as
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be
available to any party under applicable federal,
state, or local laws.

This Statement of Deficiencies was generated as
a result of an annual licensure survey - complaint
investigation conducted in your facility on 9/21/10.
This State Licensure survey was conducted by
the authority of NRS 449.150, Powers of the
Health Division.

The facility is licensed for eight Residential
Facility for Group beds for elderly and disabled
persons, Category | residents. The census at the
time of the survey was seven. Seven resident
files were reviewed and three employee files
were reviewed. One discharged resident file was
reviewed. The facility received an annual
licensure survey grade of A.

The following deficiencies were identified:

Y 026| 449.190(3) Contents of License-Multiple Types Y 026
SS=D

NAC 449.190

3. Aresidential facility may be licensed as more
than one type of residential facility if the facility
provides evidence satisfactory to the bureau that
it complies with the requirements for each type of
facility and can demonstrate that the residents will
be protected and receive necessary care and
services.

This Regulation is not met as evidenced by:
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Based on observation and interview on 9/21/10,
the facility was caring for 1 of 7 residents who
required the assistance of at least one person to
transfer or move from an unsafe area to an area
of safety (Resident #1).

Findings include:

The facility is currently licensed for Category |
residents. The facility failed to obtain an
endorsement to admit or retain a Category |

resident.

Severity: 2 Scope: 1
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